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Today few of us would agree with Hippocrates, who
said that "war is the only proper school for the sur-

geon." Nevertheless, wars, as a rule, have furthered
the progress of the healing art. All branches of medi-
cal science have been benefited. The original work of
Larrey during the Napoleonic wars was great. He
was the first to amputate successfully at the hip. He
established first aid and was the first to use ambulances.
Esmarch described, during the Franco-Prussian War,
the subject of wound excision, practically the d\l=e'\bride-
ment of today. The Boer War showed us the benefits
of mass antityphoid inoculation; while the advances
made in the prevention and care of yellow fever by
Reed, Carroll and Gorgas are the result of the Spanish\x=req-\
American War.
It is premature for any one to predict what changes

in medicine due to the recent great war will in the
future be recognized as progress. Nevertheless, we

can say with little fear of contradiction (a) that the
Carrel-Dakin principle of wound sterilization has come

to stay, and (b) that orthopedic surgery, as a specialty,
has fully justified its raison d'être and is here to stay.
Orthopedic surgery has scored a great victory. This

section is not only joining in the world-wide paean of
jubilation over the definite and final success of
Democracy over Autocracy, of Right over Might, but
also it is justly celebrating the triumphs of orthopedic
principles and practice over the deformity and cripple-
dom which threatened to blast the lives of our fellow
citizens.
That this is so is due to the small but stalwart band

of allied orthopedic surgeons who existed in 1914 and
who were under the spiritual leadership of that Foch
of orthopedic surgery, Sir Robert Jones, of England;
we Americans were ably led by our own beloved
Brackett of Boston.
Difficulties had to be encountered : difficulties not

only due to the paucity in number of this body and its
ignorance of military ways and means, but also due to
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a general lack of appreciation of the importance of
principles long known to orthopedic surgeons. One
cannot be an orthopedic surgeon without being able to
think "orthopedically." The expression "orthopedic
thinking" is no misnomer. Thus, it came that, at the
outset, there were too few who had been trained to
treat and prevent potential deformities ; there were too
many who treated the injury well, but who had not
been trained to think of future function.
The difficulties were unavoidable, and in the vast

number of cases due to honest misunderstanding.
They had all been overcome on the historic 11th of
November—on which date American orthopedic sur¬

gery, like the American army, was just "getting its
gait."
When orthopedic surgery doffs her military garband contemplates her features in the mirror of events,

she will find that changes have occurred. She is now
grown up ; her field of endeavor is enlarged. In the
decade preceding the great war, she had already
reached advanced, awkward adolescence ; and even
then, she ministered increasingly to the adult crippleand his problems. From now on, she will find herself
facing the cripple problem in its entirety and she will
have to join with municipality, state and Union in
order to solve it properly. Leadership lies before her
in the care not only of the child cripple, but also of the
industrial cripple ; not only of the actual cripple, butalso of the potential cripple.
In 1914, the orthopedic surgeons of England were

noted more for quality than quantity, and it was neces¬
sary for us to send over a large group of Americans
for purposes of temporary relief. This and other fac¬
tors due to the war have brought about a unique, cor¬
dial relationship which promises to be of mutual
advantage in the future.
A flood of orthopedic literature in the form of text¬

books, monographs and articles has appeared. Some
of it will have only historical value, whereas the
experiences recorded in a considerable part of it will
always remain as living guidance for peace time work.
The task still remains for some one to separate the
kernel from the chaff.
Standardization was attempted and achieved in

many orthopedic fields. In this country, the standardi¬
zation of splints is perhaps the most noteworthy
example, while in England operative methods and
postoperative care were perhaps most successfully
standardized.
Many new types of splint and many new methods of

cure have been found efficient. Most of them are the
products of the fight against that bête noire, infection.
Fortunately, we have less occasion to meet this enemy
in civilian life, and fortunately the terms débridement,
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primary suture, secondary suture, guillotine, will
occupy a minor, though necessary, place in our appli¬
cable stock of expressions.
If the war had lasted longer, we might have had

solved and standardized for us the vexatious foot
problem. The very multiplicity of solutions for this
problem argues here, as elsewhere in medicine, that
the real answer has not yet been found. It would
appear that the anterior heel described a long time ago
by Ansel G. Cook has found all but universal favor in
certain disorders, and its originator ought to get the
credit for it.
Fractures were to a great extent put under the care

of the orthopedic surgeon in American overseas hos¬
pitals. For this reason, there existed a remarkably
small percentage of preventable deformity in the cases

which reached this side of the Atlantic. There is no

doubt that in future civilian practice, the orthopedic
surgeon will be called on to treat in a greater degree
than ever the fractured bone.
The psychology of the wounded soldier still under

military control is different from that of the ordinary
civilian patient, and perhaps also varies from that of
the injured industrial employee. If so, the experiment
of the curative workshop as applied to civilians will be
followed with interest. If a success here, it will cer¬

tainly put the Zander room on the scrap heap.
It would appear that electricity, in the form of the

Bristow coil, is again seeking admittance to the ranks
of our armamentarium. If we readmit electricity, let
us make sure that it plays no pernicious pranks such
as it did before we discarded it, as we thought at the
time, forever.
A number of schools in military orthopedic surgery,

more or less efficient, ground out, in the course of a
few months, a considerable quantity of young "war"
orthopedic surgeons. Many of these were stationed
in positions in which clinical advantages were great.
Of these confrères, many will, no doubt, wish to
remain in the orthopedic field. To these, I would say,
''Welcome." But I would add to this welcome, a little
whispered advice. This advice would be : "You have
seen much of war orthopedic surgery; it is doubtful if
you have seen it all ; but even if you had, you would
not by virtue of that fact be fitted for civilian ortho¬
pedic surgery. It is quite different. Go to Boston !
Go to New York ! There is no better place for you in
this wide world. And stay there long ; long enough to
master what you will see and hear and think about
while there."
It was almost providential, as a result of peace time

efforts, that we were well prepared to take charge of
two important types of cases. I refer to the bone
graft and the tendon operation. The principles of the
former were well understood and were applied when¬
ever needed. In numberless cases of peripheral nerve
injury have tendon transplantation and tendon fixation
operations yielded definite, well anticipated results. It
may be safely said that for every case demonstrably
improved by operations on nerve tissue, there have
been ten bettered by some form of tendon operation.
At this point, we must not forget to mention the
knowledge which we were able to apply in paralytic
cases in the prevention of deformity and the preven¬
tion of muscle stretching, which knowledge was gained
from the study of the thousands of cases of infantile
paralysis in the decade preceding the war. Little did

any of us think that these afflicted children were help¬
ing to solve the paralysis problem of their big brothers.
While many changes have taken place and many

new devices and methods have been originated by the
war, nevertheless, the orthopedic surgery of the war
•was founded on the true and trusted principles discov¬
ered and laid down during peace time by thinking
orthopedic surgeons in their laboratories and their
clinics.
And now, one by one, we again turn to these havens

of peaceful endeavor, leaving behind us the confusion,
glamour, trappings and horror of war.
Nearly to a man did we orthopedic surgeons join in

this war. We are glad we were in it ; glad that we
carried on. We are also glad to leave it. We feel
that we have given much ; but we have also learned
much.

CONSERVATION OF VISION, AND BET-
TER OPHTHALMIC PRACTICE

CASSIUS D. WESCOTT, M.D.
CHICAGO

[The chairman, after discussing various measures

relating to the Section on Ophthalmology, proceeded:]
Much has been done by our special committee, and

by individual members of the section, to spread the
gospel of conservation of vision; but we must do more.
The problem of the protection of the baby's eyes is
fairly well in hand, though much remains to be done
in some states. But the experience of the selective
draft has called attention to defective vision in young
adults, which was to say the least surprising. My own

experience on an advisory board impressed me with
the enormous number of cases of rejection for myopia,
uncorrected, or very imperfectly, corrected. In talking
with the men about their eyes, I found that the neglect
was due to their own ignorance and that of their
parents, or to the fact that they had been imposed on

by opticians who had sold them glasses without advis-
ing them to seek medical advice. In the present state
of our knowledge, it should be unlawful for any one'
not a trained ophthalmologist to undertake the correc¬
tion of myopia in a child or a young adult. I doubt
very much if any legislation which we might initiate
would reach the optician or the optometrist, but I wish
they might at least be apprised of the harm they are

doing by depriving people of proper care.
In my talks with prescribing opticians, I have held

that they should never prescribe lenses which did
not give the patient normal vision with each eye, and
that they should not attempt to fit children. But the
observance of these rules would not enable them to
avoid sinning, for as we all know, there are many
cases of incipient cataract, glaucoma and other serious
conditions in which normal vision is possible, to say
nothing of myopia and myopic astigmatism. Obviously
the remedy is to educate the people.
The question is how best to do it, and what can we,

as an association, do that we are not already doing?
I think we should provide for more pamphlets and
more public lectures, and do more as individuals and
keep everlastingly at it. At the risk of seeming egotis¬
tic, I am going to tell you what I have tried to do
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